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strain rate, Time to onset of relaxation by CAMManalysis and Post-
systolic index. The cut offs for the above variables usedwere15%,
1.00/s, +1.00/s, 0.50 ms and 0.35 respectively.
Systolic strain had the highest sensitivity to detect CAD in the
region of LAD (positive predictive value – 78.4%, sensitivity – 83.6%)
followed by the RCA region (positive predictive value – 78.7%,
sensitivity – 89.5% and LCX region (positive predictive value –
78.4%, sensitivity – 84.7%). Similar trends were observed for the
Systolic strain rate, Diastolic strain rate and CAMM analysis as
well. Post-systolic shortening was present in 54.8% cases. How-
ever, true posts-systolic shortening as determined by Post-systolic
index of more than 0.35, was found in 33.6% cases and was 100%
speciﬁc in localising CAD to a particular region.
CAMM analysis was superior to the other variables in localising
CAD to the respective regional wall. For detection of CAD in LAD
territory, the sensitivity, speciﬁcity, positive and negative predic-
tive values of CAMM analysis were respectively – 90.1%, 81.3%,
87.3%, 85.3%. Diastolic strain rate was the next variable with
predictability higher than Systolic strain rate or Systolic strain.
Similar trends were noted for detection of regional wall motion
abnormalities in RCA and LCX territory as well. Similarly CAMM
analysis had a high negative predictive value of 98.5% to rule out
any obstructive CAD in a patient.
Conclusion: Longitudinal myocardial deformation has a good pre-
dictive value for diagnosing obstructive CAD. Systolic strain has
the highest sensitivity for detecting obstructive CAD in LAD fol-
lowed by RCA and LCX. CAMM analysis had a highest negative
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Introduction: Anticoagulation with OAC/NOAC is the cornerstone
in themanagement of deep vein thrombosis (DVT). IVC ﬁlter (IVCF)
is indicated only for anticoagulation contraindication or failure;
even in this situation, OAC is doubly important (if not contra-
indicated) in order to avoid thrombus formation within the IVCF.
We report a rare case of successfully treated ‘‘Balloon-on-String’’
Thrombus (BOST) extending from the IVC ﬁlter into the Right
atrium, popping across the tricuspid valve, with intermittent epi-
sodes of Pulmonary Embolism.
Case report: A 25 year obese woman with past history of left lower
limb DVT during late pregnancy, was treated with OAC. One year
later, she had recurrence of massive left lower limb DVT with
pulmonary thromboembolism despite adequate anticoagulation.
Gunther-Tulip optional IVCF was placed transrenally (in view of
extension of thrombus in the infrarenal IVC) and OAC was con-
tinued. Extensive hypercoagulable workup was negative. She was
asymptomatic for 3 years and then stopped her OAC voluntarily
and lost to follow up.
She presented now with breathlessness and was diagnosed else-
where to have right atrial myxoma. Echocardiography here
revealed a large ‘‘ball-valve like’’ thrombus popping across the
tricuspid valve with mild RA, RV dilatation and mild PAH. CT
pulmonary angiogram revealed thrombus in bilateral lower lobe
branches. CT IVCgraphy showed BOST, with the string attached
distally to the apex of the IVCF & proximally attached precariously
to the large 7.5 cm  6.8 cm RA thrombotic mass.
In view of the high potential for thrombolytic detachment of the
BOS thrombus with catastrophic consequences, careful surgical
thrombectomy was done with good result. Postoperative echo
showed no evidence of thrombus or PAH. She was discharged with
advice for lifelong OAC.
Conclusion: Mostly, retrievable IVC ﬁlters are used nowadays. If
the IVCF is needed to be left in-situ for any reason, the need for
long-term OAC becomes doubly important as highlighted by this
case. Also, a rare type of thrombus with ‘‘Balloon-on-String’’
appearance developed in this case, suggestive of the IVCF itself
acting as the nidus. Surgical thrombectomy becomes the only
option in such cases. Recurrent DVT & IVCF thrombus despite
extensive hypercoagulable workup necessitates good long-term
OAC & patient education.
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Introduction: Because the process ofmyocardial remodelling starts
before the onset of symptoms, recent heart failure (HF) guidelines
place special emphasis on the detection of subclinical left ventri-
cular (LV) systolic and diastolic dysfunction and the timely identi-
ﬁcation of risk factors for HF. Our goal was to describe the
prevalence and determinants (risk factors) of LV diastolic dysfunc-
tion in asymptomatic elderly population which is expected to have
higher prevalence of diastolic dysfunction.
Methods: We evaluated 103 asymptomatic elderly populations at
random in the LTMG Hospital, Mumbai from January 2015 to June
2015. For this we have included the patient's relatives who were
beyond 60 years of age with LV Ejection fraction ≥60%. Patients
with organic heart disease were excluded from the study. Data on
demographics, baseline characteristics, andmedical therapieswas
collected. In a randomly recruited population sample (n 103; 53.3%
women; mean age, 67.9 years), we measured early and late dia-
stolic peak velocities of mitral inﬂow (E and A), pulmonary vein
ﬂow by pulsed-wave Doppler, and themitral annular velocities (Ea
and Aa) at 4 sites by tissue Doppler imaging. Stata SE 13.1 was used
to analyse data. Fishers Exact test was applied to test the relation-
ship of categorised independent and dependent variables.
Results: In the study population of 103, overall prevalence of
diastolic dysfunction was 63.10% with the number of subjects in
diastolic dysfunction groups 1 (impaired relaxation), 2 (elevated LV
end-diastolic ﬁlling pressure), and 3 (elevated E/Ea and abnormally
low E/A) were 43 (41.74%), 18 (17.47%), and 4 (3.88%), respectively


















LA (mm) 38.8 40.6 42.5 41.4
LV (mm) 50.3 50.7 50.5 48.5
IVS (mm) 9.6 10.4 10.8 12.2
PW (mm) 8.5 9.2 9.6 10.4
EF (%) 68.4 66 71.8 71.6
Epeak (cm/s) 78.3 53.8 81.3 63
Apeak (cm/s) 60.6 78.9 82.2 96.2
E/A 1.37 0.7 1.02 0.65
IVRT (ms) 98.3 114.9 108.5 107.1
Ea peak 12.7 8.28 7.8 5.94
Aa peak 10.2 12.1 10.5 11.6
E/Ea ratio 6.37 6.66 10.6 10.7
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